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 Although early intervention (EI) services have been shown to be highly effective and 
beneficial for young children, only 12% of those who qualify at 24 months receive services 
(Feinberg et al., 2011). There is a myriad of barriers that impedes access to EI services for those 
who need them. These barriers include myths about development and intervention, parent’s 
concerns being ignored, social inequalities limited access to early intervention, systemic barriers 
within the professional world, unperceived benefits of intervention, and limited communication 
flow to parents. However, there are some supports that help more families access EI services 
including doctors, early interventionists, and the prevalence of screeners. If there is a greater 
focus on intentionally filling the gap between early intervention services and those who need 
them, we could see more children receiving speech/language/communication services. Further 
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THE ONGOING DISPARITY BETWEEN EARLY INTERVENTION SERVICES AND 
THOSE WHO NEED THEM 
 
 
What We Know About EI 
Early intervention is effective at helping children overcome speech, language and 
communication delays and deficits in early childhood. Children who have been served in early 
intervention (EI) have better prognosis, better outcomes, and need less therapy intervention than 
those who receive services later (Harvard University, 2009). For the purposes of this research, EI 
is defined as services, specifically speech, language, and communication (SLC) services, 
received before the age of three years old. Additionally, EI can improve child outcomes, lessen 
stress for families, and reduce the long-term financial cost of therapy to individuals and society 
(Ganz, 2007; Järbrink et al., 2007). EI also has a beneficial effect on children’s development in a 
variety of ways including “health, language and communication, cognitive skills, and 
social/emotional functioning” (Goode et al., 2011). Similar groups of children with autism were 
tested at 30 months old, then retested at 6 years old; those in the early intervention group had 
significantly lower restrictive and repetitive behavior scores and significantly higher adaptive 
behavior scores than the community-intervention-as-usual group (Estes et al., 2015).  
 Timely receipt of services is pivotal for communication skills that are important 
throughout one’s life, particularly for children with disabilities that affect communication such as 
autism spectrum disorders (ASD). “Delayed identification of ASD results in a missed window of 
opportunity for many interventions, such as promoting the development of important pivotal 
skills in infancy (e.g. joint engagement, play) that are foundational for social relationships, 
academic success, and independence later in life” (Turner-Brown et al., 2009). For instance, for 
people with autism, making eye contact overstimulates the subcortical structures in the brain, 
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causing discomfort and anxiety (Hadjikhani et al., 2017; Massachusetts General Hospital, 2017; 
Zürcher et al., 2013). If the person receives therapy to desensitize the brain to the discomfort of 
eye gaze in early childhood, the sensitivity to making eye contact can be minimized, and 
hopefully can alleviate the discomfort associated with eye contact for people with autism 
(Massachusetts General Hospital, 2017). The most effective time to teach eyegaze skill without 
avoidance for people with ASD occurs in early childhood intervention (Hadjikhani et al., 2017). 
Not only is this true for eye gaze, but also for other SLC needs. The critical timing of early 
intervention has neurological implications for children with a wide variety of disabilities because 
“neural circuits, which create the foundation for learning, behavior, and health, are most flexible 
or “plastic” during the first three years of life;” as time passes, these neural circuits become more 
and more difficult to change (Harvard University, 2019). 
 Even as effective as EI is proven to be, only 12% of those who qualify at 24 months 
receive services (Feinberg et al., 2011). What causes this gap between services necessary and 
people served? This thesis serves to examine a variety of barriers to receiving early intervention 
for children under the age of three as well as supports to respond effectively to those barriers in 
early intervention.  
Barriers to Effective Early Intervention Services  
Types of barriers considered include the following: 
• Myths about early development and intervention 
• Parent concerns not acknowledged, but can predict outcomes 
• Social inequalities limiting access to early intervention 
• Systemic barriers to early intervention within the professional world 
• Parents not perceiving benefits of early intervention 
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• Limited flow of communication to parents 
Myths About Early Development and Intervention 
One commonly occurring barrier for parents in seeking services for their young children 
is the advice from doctors, professionals, other parents or family members to “wait and see” if 
the problems get better without assistance. Currently, if parents bring up concerns they may have 
about their child’s development, primary care physicians often urge parents to wait and see 
before a follow-up about those concerns (Marshall et al., 2020). Instead when parents have 
concerns, they ought to seek a professional such as an SLP to make a professional trained 
decision about whether those concerns should warrant further exploration and intervention by 
professionals or monitoring and response by parents. If parents defer evaluation for services in 
early childhood because they are told to wait and see if it resolves spontaneously, it can cause 
children to be identified much later, potentially when their disorder or disability becomes more 
obvious or has caused more interference with their life. 
Another common myth used to delay early intervention is that a child is just a “late 
bloomer” or a late talker. Regardless of the reason for the concerns or prognosis for recovery, a 
delay is still valid grounds for early intervention. In fact, 65-70% of children who receive EI for 
developmental delays show improvement also toward skill levels expected for their age after 
receiving EI (Early Childhood Technical Assistance [ETCA], 2012). However, even if they do 
catch up to the averages for their peers, they hover at the lower side of average (Rescorla, 2005). 
Late talkers’ language and communication scores differ significantly from their peers in 
vocabulary, grammar, and logical memory, showing lower scores in with large effect sizes in 
each of those aspects of language (Rescorla, 2005).  
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 Other myths include a presumption that “the child doesn’t need to talk because their 
sibling talks for them”. This is not true either, as all people want to communicate, some just do 
not have access to communicating effectively (Beukelman & Light, 2020). If the child is from a 
bilingual or non-English household, a variant on this presumption may be that the child is 
“confused about which language to speak and that’s why they don’t talk”. This also is not true, 
children will try to speak using a language, and will gradually learn which environments warrant 
which language and more effectively code-switch (Nicoladis & Genesee, 1997). Hence, if the 
child exhibits behaviors that are concerning about their language whether or not they are from a 
household that is not primarily English-speaking, this is good reason to seek out services. 
Parent Concerns Not Acknowledged, but Can Predict Outcomes 
 “Is my child speaking enough? Are they making enough eye contact? What age are they 
supposed to say their first word? At what age should I be concerned if they haven’t said their 
first word? My child says “cwoss” instead of “cross”, should I be worried?” All these types of 
questions are likely to cross a parent’s mind at one point or another. The things that parents are 
most concerned about in early childhood are “speech and language development, followed by 
abnormal socio-emotional response, and medical problem or delay in milestone” (Giacomo & 
Fombonne, 1998). In general, 20% of parents have concerns of their children under 5 years old, 
but few have received service or supports (Marshall et al., 2016). Those who advocate for their 
children, have strong self-efficacy, and are somewhat relentless to find out answers for their 
children are more likely to find the necessary diagnosis for their children than parents who are 
not as assertive (Marshall et al., 2015). However, it should not be this difficult for parents to find 
answers. It’s not that parent concerns aren’t present, it’s that they don’t find the proper outlets 
oftentimes to get help for their child (Marshall et al., 2020). Parents whose concerns are 
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dismissed by family members and spouses often stay remain within the family context and don’t 
get further addressed by the proper professionals who have the ability to help (Marshall et al., 
2020). 
Many parents may have a lot of concerns about what is “normal” about their child that 
may not be recognized as significant by doctors or professionals. In fact, 95% of the time, 
concerns that parents had about their high-risk infants were confirmed to be valid by formal 
assessment (Rogers et al., 1992). Parents know their children, and frequently know when 
something is wrong, even if they don’t have the knowledge to say “this is a developmental 
delay”; instead they may say things like “something feels wrong” “they aren’t talking as much as 
their older sister” or “I just have a feeling”. Their concerns should be validated by healthcare 
professionals, not dismissed. Parent concerns usually are found to be valid and can help point 
professionals to a child’s need for further testing or a diagnosis. There are strong correlations 
between a parent’s estimate of the developmental age of their child and the measured 
developmental age found through standardized testing (Pulsifer et al., 1994). Parent concerns 
identified 79% of children with disabilities, and accurate referrals were made for 70% of the 
same children (Glascoe, 1997).  
 Parent concerns are particularly indicative of a delay or disorder when the child is high-
risk because of a pre-existing health condition or siblings that exhibit atypical development such 
as autism spectrum disorder (ASD). Parents of children with an older sibling diagnosed with 
ASD had more concerns than parents without a sibling diagnosed with ASD (Ozonoff et al., 
2009). This could be because they were more in tune with what was indicative of a social 
communication disorder and were more on the lookout for it. Within the high-risk group, the 
more concerns parents had about their child’s development, the more reliable a prediction of 
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ASD was for children as young as 12 months old (Sacrey et al., 2015). In addition, parents who 
had a child in poor health or another child with autism had more heightened awareness to small 
differences that were not yet evident on screeners and assessments (Ozonoff et al., 2009). Parents 
who had heightened concerns/awareness were noted as “vigilant observers who notice behavioral 
and developmental problems that fall in the grey zone between disabled and average” (Glascoe, 
1999). Not only are parent’s concerns indicative of an actual issue, but they are also more 
sensitive at identifying their child’s symptoms than formal tests may detect. 
 Extensive research has explored the association between parent concerns and later 
diagnoses of autism because of the difficulty in recognizing early symptoms of autism in clinical 
settings and the evidence-based practice mandate to provide services as early as possible in ASD. 
Therefore, there is much more research on autism onset, symptoms, statistics, and early 
intervention than on many other SLC conditions. Retrospective studies show that parents 
recognize signs of ASD sooner than it is diagnosed by professionals in clinical settings (Ozonoff 
et al., 2009). For example, concerns about sensory behavior and motor development at 6 months 
of age later can predict a diagnosis of ASD (Sacrey et al., 2015). However, this requires great 
sensitivity in testing instruments and most often, parent concerns or lack thereof at six months is 
not a good indicator for prediction of diagnostic outcome (Ozonoff et al., 2009). Concerns that 
parents had about social communication and restrictive and repetitive behaviors were not 
predictive of an ASD diagnosis until after 12 months (Sacrey et al., 2015). Therefore, concerns 
or lack thereof at 12 months of age tend to reflect observed developmental differences and do 
tend to predict diagnostic outcomes (Ozonoff et al., 2009). Symptoms of autism are usually 
present by two years of age and approximately 33% of parents cite concerns before one year of 
age (Giacomo & Fombonne, 1998). The average age of children was 19.1 months (SD = 9.4) 
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when parents were first concerned, and children were on average 24.1 months old (SD= 11.7) 
when professional advice was sought for the first time. 
Given parent concerns about ASD begin between one and two years of age, there is a lag 
of time before referral and eventual diagnosis, as the average age of diagnosis of ASD is 3.1 
years old. (Mandell et al., 2005). During this long period of time, quicker referral for services at 
the time of parent concerns could mean a lot of progress made and more familial stress alleviated 
than delaying services until official diagnosis. This can be difficult in ASD for a few reasons. 
First, there is a pattern of slow emergence of symptoms within the first 18 months of life that 
may make using parent reports to identify autism earlier more difficult (Ozonoff et al., 2009). 
For example, in a study of high-risk children diagnosed at 24 months, 46% did not show 
symptoms at 14 months of age (Landa et al., 2007). Additionally, about a third of parents with 
children who were diagnosed with ASD reported that their child did not show symptoms 
consistent with autism at 10-12 months of age (Werner et al., 2005). Approximately 40% of 
children later diagnosed with a ASD had what is considered a “late onset” of symptoms (Landa 
et al., 2007; Werner et al., 2005).  Secondly, it is highly probable that developmental regression 
is present in a significant portion of children with ASD after 12 months of age. (Ozonoff et al., 
2010). Given these statistics, it is easy to see how early-detection screeners often miss a 
significant number of children and don't have high sensitivity; therefore, it is necessary to follow 
up with screeners again later and pursue further assessment for those who later show symptoms 
(Turner-Brown et al., 2012). Early intervention doesn’t always mean early as in life, but rather 
early in the detection process. It is important to get these kids enrolled in services as early as 
possible so they can have the best chance possible to effectively and efficiently receive treatment 
for their disability. 
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Social Inequalities Limiting Access to Early Intervention 
If many parents are concerned and they know something is off about their child, what 
individual differences other than eventual diagnosis could account for why these children are not 
being served? Many social and situational factors correlate with being less likely to receive SLC 
services. Lower socioeconomic status, being from a single-parent household, being in the foster 
care system, being a minority, being Black, being multi-race, being in a family in which the first 
language is not English, being in a low-income household, having private or no insurance, 
dismissal of concerns by healthcare professionals or family members, and having other children 
in the family with competing health needs all have a significant effect on the lack of proper 
access to necessary services (Morgan et al., 2016; Marshall et al., 2015). The more of these 
factors that the child exhibits, the less likely they are to receive services and the more likely they 
are to have a SLC need. Children who come from socially disadvantaged groups are more likely 
to have an early language delay (Morgan et al., 2015). More specifically, some population-based 
studies reveal that “about 18-23% of 5-year-olds from the most socially disadvantaged quintile 
of the population have significant language difficulties, compared to 3% to 10% of the most 
advantaged quintile” (Law et al., 2017a). Not only are children from socially disadvantaged 
backgrounds more likely to have some sort of language delay, children who have parents who 
primarily speak a language other than English are less likely to receive SLC services than 
children from English speaking environments (Morgan et al., 2016). This widens the gap 
between access to services and those who need them even further.  
 Individual differences in race, ethnicity, and home language introduce additional 
disparities in receipt of early intervention services. For example, Black children are 
approximately 45-60% less likely to receive speech-language “services at 24, 48, and 60 months 
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of age than otherwise similar white children at 24, 48, and 60 months of age,” respectively 
(Morgan et al., 2016). Additionally, not only do families that are minorities or of a low 
socioeconomic status have troubles accessing services, they also may be less satisfied if they do 
receive the necessary services than white counterparts (Little et al., 2015).  
 Other familial situations, such as living in a rural area or having children with competing 
needs such as a newborn or another child with medical issues or chronic illness, can limit 
accessibility to services (Little et al., 2015; Marshall, 2020). Family and community economic 
status can complicate other family situations in reducing access to services. Budget cuts often 
means that families have to pay fees for services that would otherwise be covered by the school 
system or insurance, which in turn, also impacts a family’s accessibility to services, particularly 
if the family doesn’t have the financial means to pay for independent services or doesn’t see the 
child’s disorder as something worthwhile to invest in financially (Little et al., 2015). Factors 
such as race and ethnicity, socioeconomic status, and other social inequalities are not mutually 
exclusive, as systemic issues throughout society overlap and create multiple sources of potential 
barriers for individual families and children to receiving services. 
Systemic Barriers to Early Intervention Within the Professional World 
 Some barriers to receiving services are one-time events, however, many of them are 
features prevalent in our society and healthcare system.  For example, there are many missed 
opportunities to refer for services due to miscommunication and oversight between hospital, EI, 
and families (Little et al., 2015). EI providers oftentimes have do not have access to adequate 
specialized training, which makes the availability of providers and services limited and 
inadequate for the size of the population who need these services (Little et al., 2015). 
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 Additionally, finding funding for early intervention programs proves difficult - whether it 
be funding for evaluations, the finances for schools to have enough professionals for all the 
children who need services, or a constant battle with insurance to cover necessary services for 
children in EI. Inadequate funding and inconsistent procedures for evaluations may affect a 
child’s eligibility for services (Little et al., 2015). The processes for evaluations and referrals are 
often disorganized.  Even if children are identified for needing a referral, there is no widespread 
formal tracking to ensure that those who need referrals actually get them (Little et al., 2015). 
Clinicians and professionals have to be intentional about following through on their referrals and 
if necessary re-referring (Little et al., 2015). Even if a child qualifies for EI, services can be 
delayed or terminated early.  
 Between being tossed between providers and waiting on referral lists, dealing with 
insurance coverage, and other issues can be overwhelming to parents when they have so many 
other things to be concerned about. It’s easy for children in need of EI services to fall through the 
cracks of our healthcare system. Systemic issues including inadequate staffing, insufficient 
funding for services, inhibitory government and insurance regulations, and missed or improper 
communication with families and healthcare professionals have contributed significantly to gaps 
in the EI system. (Little et al., 2015). There should not be wait lists 6 months long to see a 
provider; when there are significant parent or other referral concerns, a verification for services 
should have been made, therapy started, and even progress observed before an official diagnosis 
is needed in early intervention services. “Should'' will not change things, however, many of the 




Parents Not Perceiving Benefits of Early Intervention 
 Another factor that may contribute to families not accessing SLC services is the risk that 
parents may not understand the benefits of early intervention or may not be receptive to 
receiving services for another reason. Families may not be amenable to SLC services due to 
“wariness of home visits, social stressors, denial about potential developmental delays, or lack of 
understanding of the benefits of EI” (Little et al., 2015). Additionally, social norms and/or stigma 
around disabilities and formal intervention may cause families to not seek out services for their 
child (Bussing et al., 2003). Throughout the process of recognizing symptoms, getting initial 
tests, getting referrals, seeing more healthcare professionals, receiving more tests, parents are 
constantly evaluating if the services offered are a best for their child by comparing perceived 
threat and perceived benefit for the child (Marshall et al., 2020). If the perceived threat of 
seeking services is higher than the perceived benefit, then parents may not continue seeking early 
intervention for their child. Alternatively, if the perceived benefit is higher, parents will continue 
seeking services, despite social norms, stigma, and doubts. To put it briefly, “motivated” parents 
access services in spite of barriers (Jimenez et al., 2012). 
Limited Flow of Communication to Parents 
 Often the stream of communication is ineffective or has major gaps between parents, 
health care professionals, and service providers. Early parental concerns are often dismissed and 
the information parents receive from sources can be difficult to understand or lacking (Caronna 
et al., 2007). Currently, there is an impedance in information flow from professionals to parents. 
“A lack of information about where to go or how to access other service options was the 
overarching issue” for parents whose children were diagnosed with communication concerns 
(Marshall, 2020). Taking action towards seeking services often comes down to a pinnacle 
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moment for parents, whether that be an event, a conversation, or an information search, that 
represents a culmination of growing concerns that prompts the family member to take action 
(Marshall et al., 2020). These growing concerns obviously take time to get to a point in which 
the parents seek out further information about their child’s communication need; parents may 
look for referral/intervention services for months or years (Seligman & Darling, 2007). These 
extended timelines contribute to the reasons why early intervention is not received closer to the 
point in which concerns originated. 
 Additionally, parents often had strong preferences about whom to seek out for 
information, whether that be formal service providers or informal sources (Marshall et al., 2020). 
Formal service providers include primary care providers, educators, and social workers; informal 
sources include partners, friends, and other parents (Marshall et al., 2020). The people that the 
parents seek out for emotional support in these situations, such as those informal sources, may 
not have the ability or education to provide support that is effective in “overcoming 
practical/logistical barriers to seeking services.” (Marshall et al., 2020). If the parent decides to 
seek information from formal sources, primary care physicians are most often the first 
professionals that parents contact (Giacomo & Fombonne, 1998). 
Supports for Effective Early Intervention Services 
 Some of the potential supports for parents to receive timely early intervention referral and 
services include doctors and early intervention providers as well as the use of effective screeners 
at home or in a healthcare setting. 
 Doctors. In order to get the most effective services for their children, parents quite often 
have to advocate - this is also true in speaking with doctors. During healthy baby check-ups, not 
all doctors even bring up the topic of developmental delays, but they will discuss it if a parent 
 16 
brings it up. However, parents rely on the doctor’s professional opinion and may not even 
recognize that their child’s behaviors are concerning. In a sample of over 27,000 parents, only 
46% of parents stated that their child’s healthcare provider asked them about developmental 
concerns (Marshall et al., 2015).  
 Doctors are usually the first professional source that parents go to about their child’s 
speech/language/communication development (Giacomo & Fombonne, 1998). In “usual care” 
screenings by doctors, 16% of patients were identified with a possible developmental concern 
compared with 62% of patients identified with possible developmental delay when using 
evidence-based tests (Thomas et al., 2016). A concern doctors or parents may have with using 
these evidence-based tests maybe be that the visit duration may be longer. However, this is not 
true - using a validated screening test in lieu of the usual care does not increase visit duration 
(Sices et al., 2008). When parents used the Parents' Evaluation of Developmental Status (PEDS) 
assessment and watched a parent activation video before the doctor’s appointment, there was 
increased communication about concerns and developmental delay over conversations without 
this advance preparation (Sices et al., 2008). Doctors with sufficient training can validate and act 
on parent concerns and take the next step, by using an appropriate screener that parallels the 
parent’s concerns, rather than reassuring parents that nothing is to be concerned about or that 
they can just “wait and see” if the problem resolves itself (Ozonoff et al., 2009).  
 EI Providers. EI providers can step in and be helpful in bridging the gap between parents 
and their information sources. Some EI providers go to medical appointments with families as a 
support and advocate of the patient and family, and to help understand the doctor’s explanations, 
particularly if the parents’ confusion is affected by their education level. (Little et al., 2015). 
Additionally, EI providers in the home can look more into the child’s environment and make 
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salient observations about how that might be impacting the child’s communication (Little et al., 
2015). EI providers not only provide services to the child, but also help support parents and other 
family members and can help make the information about their child’s diagnosis easier to grasp. 
 Effective Early Development Screeners. The American Academy of Pediatrics 
recommends that all children be screened for developmental delays and disabilities at 9 months, 
18 months and 30 months and screened for autism at 18 and 24 months (Lipkin 2020). The 
Communication and Symbolic Behavior Scales Developmental Profile™ Infant-Toddler 
Checklist (CSBS) is a screener available to parents and professionals that screens for all 
communication risks. The use of the CSBS screener in well-baby checks, at home, and by SLPs 
has proven to be effective in identifying children of concern for a variety of speech language 
communication disorders (Pierce et al., 2011). Infants without known risk factors administered 
the CSBS screener at 12 months showed a 75% positive prediction rate for identifying 
communication risks that were associated with later identification of disability (Pierce et al., 
2011). Advocating for a more widespread use of this screener could be extremely effective in 
helping bridge this gap between early intervention services and those who need them, as well as 
hopefully overcoming some of the barriers to these EI services (Little et al., 2015).  
The First Year Inventory (FYI) specifically screens for autism at 12 months old based on 
“early behavior risk markers…and atypical features that can be detected in infants who 
eventually receive a diagnosis” (Turner-Brown et al., 2012). There are primarily two sets of 
these behaviors: social communication and restrictive and repetitive behaviors. “The FYI 
identified 44% of infants at 12 months who received an ASD diagnosis by 3 years” (Turner-
Brown et al., 2012). There is also the Modified Checklist for Autism in Toddlers (M-CHAT) 
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which is a screener for toddlers ages 16-30 months to help identify children with autism. Like the 
First Year Inventory (FYI), the M-CHAT also screens for autism, just at a later age than the FYI.  
 In comparing these measures, the CSBS is a broader screener, looking red flags for all 
types of communication delays and disorders, including autism. The FYI or M-CHAT are used 
specifically to screen for autism, and therefore, look for warning signs in social communication 
and restrictive and repetitive behaviors only (Turner-Brown et al., 2012). 
There are also some resources for families that are not normed and are not screeners, but 
rather can be a criterion benchmark for parents to use to see if there is reason to seek out 
professional opinion. An example of this is “16 by 16” which was developed by Autism 
Navigator. The 16 by 16 criterion is an expectation that all children can demonstrate 16 different 
types of play actions and 16 different types of gestures by 16 months. This criterion was 
established to be both research-based and easily identified by parents, but it only identifies 
possible risks and cannot not identify a diagnostic conclusion. 
Other Supports for Early Intervention. There are several factors that make a child 
more likely to receive early intervention services. Some of these correlates are a very low birth 
rate, already seeing a healthcare professional for another health issue, elevated parent education 
level, having a sibling with an SLC diagnosis, and the parent having trusted connections with 
professionals who might be able to guide towards a referral (Morgan et al., 2016). Other factors 
include parent self-efficacy, social support, and parental and primary health care provider 
involvement are associated with increased likelihood of parent-reported concern and SLC 
services (Marshall et al., 2015). Even given this information, there is not nearly as much research 




 The literature consistently suggests a need for better systems to connect the available 
resources with those who need them. There ought to be a more widespread referral process in 
which following through on referrals and re-referrals is reliable and accessible so that fewer 
children fall through the identification process in this administrative step (Little et al., 2015). 
Families need to be provided with information of risk factors, concerning behaviors, and warning 
signs for their children, as well as information for programs and the process of self-referrals if 
parents are concerned (Little et al., 2015). Additionally, more training for early intervention 
providers is necessary for all of those who qualify for therapy to be served (Little et al., 2015). 
Additional flow charts, brochures, and simplified developmental charts for pediatricians and 
general practitioners to use for early intervention eligibility might prove helpful (Thomas et al., 
2016). 
 Additionally, because we don’t know entirely why minority children are less likely to 
receive services, SLPs should “increase their monitoring efforts to make sure that cultural and 
linguistic factors are not interring with the ability of minority families to access speech and 
language services” (Morgan et al., 2016). Also, more sensitive cultural training is needed for 
SLPs to accurately identify children as delayed or disordered or having a difference (Morgan et 
al., 2016). SLPs also need more linguistically and culturally appropriate tests for children who do 
not fit into the groups that typically have normed tests (Morgan et al., 2016).  
 Overall, the most pertinent suggestion (and possibly the most achievable) is to strengthen 
education, screening, and advocacy for parents, doctors, and SLPs to make sure that these 
important people in a child’s life are aware when a child might need early intervention services. 
During a well-baby visit, doctors can use evidence-based practices for screeners, as opposed to 
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“usual care” which is more effective in identifying those who need EI services without 
lengthening appointment times (Sices et al., 2008). Within the home, parents who are already 
cognizant of their child’s current development using monitoring strategies such as 16 by 16 will 
be able to pursue services when concerns arise, as well as having the at-home screeners such as 
the CSBS to identify if there is an issue that needs to be follow up with a professional (Little et 
al., 2015). For SLPs, it is important that they are following through on referrals and making sure 
that the kids who need EI are receiving services and not falling through the cracks and getting 
forgotten about (Little et al., 2015). 
 As evident within this literature review, there is a lot more extensive information about 
autism and the warning signs for infants and toddlers than there is about other SLC needs such as 
speech delays, language delays, developmental disabilities, or childhood apraxia of speech. In a 
simple google search, such as “warning signs of autism”, a plethora of resources come up, like 
Autism Speaks, Autism Navigator, and National Autism Association, full of resources for an 
adult concerned about their child, such as red flags, screeners, and suggestions of what to do 
next. These resources simply don’t exist or aren’t as prevalent for other speech language needs. 
Conclusion 
 In conclusion, we know that early intervention is pertinent to the life-long success of 
these children who have SLC needs. Early intervention has been proven to be effective and 
necessary for those who need it. Receipt of EI services leads to better prognosis for the child, 
less stress for families, and stronger communication skills. Although early intervention is highly 
effective, not everyone who need it, receives services; as few as 12% of those who qualify for 
speech/language/communication services at 24 months old receive EI services (Feinberg et al., 
2011).  
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 There are a variety of issues that act as barriers to children receiving EI services. Myths 
about development and intervention, parent’s concerns being ignored, social inequalities limited 
access to early intervention, systemic barriers within the professional world, unperceived 
benefits of intervention, and limited communication flow to parents all impede access to early 
intervention services for those who need them. 
 Although there is a plethora of barriers to receiving early intervention services, there are 
also supports in place to promote children receiving early intervention services. These main 
supports include doctors, early interventionists, and screeners. Additionally, there are some other 
environmental or history factors that correlate with the receipt of early intervention services, 
such as the child having other medical needs, having a family history of a SLC needs, strong 
parent efficacy, social support, and parental and professional involvement. 
 Suggestions to continue support and further expand early intervention services include a 
more thorough referral process, more education about SLC needs for families, and strengthening 
advocacy for parents, doctors, and SLPs. Additionally, pushing for more linguistically- and 
culturally-appropriate normed tests and more sensitive cultural training for SLPs could help more 
accurately identify minority children with SLC needs. Advocating for the more widespread use 
of screeners in home and in well-baby checks can help identify more children who need referrals. 
 All in all, there are so many barriers that lessen receipt of EI services, but if we 
intentionally focus on actively trying to fill the gap, we can see more children being served in EI 
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